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Future developments in medical education – 
can Family Medicine make a global impact? 
Amanda Howe
 The Wor ld Organ i sa t i on o f Fami ly Doc to r s 
(WONCA) aims to improve the quality of life of the 
peoples of the world by fostering high standards of 
care in general practice/family medicine; promoting 
personal, comprehensive and continuing care; promoting 
equity of access, cost and quality of health services; 
and representing general practitioners/family physicians 
to other world organisations and forums concerned with 
health and medical care.1 However, many countries still 
do not fully understand what a family doctor does. 
 One working definition is that a family doctor is 
trained to deal with people across all life stages and 
all types of health problem at point of first contact in a 
community: and offers a service, that is “comprehensive, 
accessible, focuses on a specific community, allows 
continuity over time, and is centred on the care of 
people, not specific parts of their body or diseases”.2
 The features of fully functioning family health care 
are therefore:
  First-contact care – patients attend here, and are 
then directed as needed to other sectors.
  Comprehensiveness-preventive, curative, chronic 
and palliative care available from same provider.
  Continuity of care - a degree of choice, but with 
some kind of registration system that commits the 
patient and doctor / family and primary health care 
team to a relationship over time.
  Coordinat ion of care between di fferent team 
members and providers.     
  Person-centeredness – a perspective that works 
with the individual’s ideas, needs and background.
  Family-orientation – seeing the context of the 
person’s immediate social context and impacts.
  Community-orientation – working with the needs, 
strengths, and challenges of the locality.
 Although in many global health systems family 
medicine is at an early stage of development3, the 
numbers of family doctors are growing fast. This is 
driven by the needs of populations and governments 
to minimise cost and maximise health gain, plus the 
”changing” nature of health and i l lness – with an 
increasing proportion of the population who have 
multiple co-morbidities and chronic conditions. There 
are many new technological, diagnostic and treatment 
opportunities that are suitable for use by appropriately 
trained staff in primary health care and ambulatory 
settings. Help with psychological aspects of health and 
illness (including chronic sequelae), and intervention in 
lifestyle and occupational risk factors are also amenable 
to intervention in Primary Health Care settings.4 So 
more can be done earlier with strong family medicine 
embedded in the community.
 There i s evidence for th is move towards the 
Primary Health Care sector: Starfield5 found that strong 
primary health care was associated with better health 
outcomes at all levels; that health was better in areas 
with more primary care doctors; that people with access 
to primary care were healthier than those without: and 
that universal access to primary care was associated 
with reduced inequalities in health outcomes. Her team 
also found that higher quantity and quality of primary 
care was associated with less and more appropriate use 
of hospitals, and that embedding of primary care in a 
health care system was associated with lower system 
costs.5
 Medical education has to shift to train doctors for 
this more person-centered and preventive approach. 
A traditional medical training had little contact with 
patients in the early years, and rarely sent students 
outside the hospital or university setting. The scientific 
content did not draw on population or social sciences, 
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prioritising laboratory and dissection sessions instead of 
consultation skills or clinical simulations. By contrast, 
a modern medical course will integrate theory and 
practice, ensure use of applied learning methods such 
as problem based learning, send students to community 
and ambulatory settings on a regular basis to “learn 
from people about people”6, and also ensure that 
learners have to develop professional as well as clinical 
competencies.7
 This is partly driven by the changing face of public 
expectations: in many countries, unconditional trust in 
the medical profession is over, and the public expect a 
more equal relationship. They are better informed, their 
time is precious, and they expect personalised (though 
professional) care – with higher standards and less 
risk.8 Doctors similarly expect less hierarchy, set higher 
standards, are more driven by evidence and regulatory 
requirements, and they are more risk averse. Change 
continues, driven by both societal and scientific factors 
– among many others, the Internet, the new genomics, 
and assistive technologies are continually shaping the 
nature of medical practice and the possibilities for 
medical education.
 So where does fami ly medic ine f i t in to th i s 
changing picture? The United Kingdom is just one 
example where, as care has shifted to the community, 
education has followed.9 In parallel, the discipline of 
family medicine / general practice has become a full 
postgraduate speciality, and is now established in every 
medical school, with an increasing presence in the 
basic curriculum. Practising family doctors can employ 
modern self-directed learning methods, and become 
owners of our own professional development - learning 
through experience, with our colleagues, team, patients 
and community. We need to undertake continuing 
professional development (CPD) to keep up-to-date, and 
we also play a role in team supervision, and clinical 
leadership - often taking responsibility for the learning 
activities for our own clinic and staff. Thus many 
family doctors are also active educators.
 When a family doctor becomes a teacher or clinical 
supervisor, they will have a formal role in learning by 
staff, students, and speciality residents in the practice 
and community. They may also undertake leadership for 
the CPD of colleagues on a broader level – developing 
courses, training placements, supporting e-learning, and 
doing appraisals. As a university teacher, family doctors 
who teach on campus bring the primary care generalist 
perspective to lectures, group work, consultation skills, 
or pastoral support. If they undertake postgraduate 
academic study, such as a Masters or PhD, they will 
start to emphasise critical thinking and evidence even 
more in their other work settings, and may produce new 
evidence through research. All these roles broaden the 
scope of family practice, by reaching a greater audience. 
And if family doctors get involved in national and even 
international settings, advocating for excellent family 
medicine, they will be helping others to learn about the 
work of family doctors and their importance.
 T h e  i m p o r t a n c e  o f  b r i n g i n g  l e a r n e r s  i n t o 
community settings is a crucial one for the visibility and 
impact of our discipline, and so the engagement with 
family doctors in hosting students and postgraduates in 
their clinics is key. Future doctors need to learn about 
different diseases across the management spectrum 
from presentation to chronic disease management; to 
understand the different roles of Primary Health Care 
in health / social care system; and to understand the 
importance of the population heath perspective and 
socio-demographics. Studies looking at the role of 
community based medical education have shown that 
it enhances understanding of how the broader social 
determinants of health – environment, infrastructure, 
income, education, employment and political context 
– impact on well-being and life opportunities. It is the 
natural environment to learn about primary health care 
and what it does within health systems, and a good 
learning experience can encourage students to consider 
the choice of family medicine as their future career.10 
This is especially important in rural settings, for which 
many students will have had little exposure or training11, 
and securing the future rural workforce was the main 
motivation behind the Australian creation of a parallel 
track for future rural practitioners.12 But now that most 
patients are kept in hospital for a minimum period, 
and many more are treated in ambulatory settings, the 
community is also the best place to learn medicine! 
Patients with long term conditions, and who have had 
serious illnesses, can meet with students and give a 
full picture of their condition and its management, 
with access to records if permitted. So a balance of 
placements in community and hospital together give 
a rounded education, and also give learners greater 
respect for pr imary heal th care profess ionals . In 
addition, learners often feel empowered and motivated 
by the experience of being in this setting, where they 
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themselves are visible as an individual and can be, for a 
time at least, part of a team.13 
 Fami ly doc tors b r ing the i r c l in ica l sk i l l s to 
teaching , where be ing s tudent cent red and good 
communicators goes a long way to making a good 
teacher. I f family doctors are to take on roles as 
educators, they do of course need to learn how to design 
and deliver good learning experiences. Preparation and 
understanding by tutors, other staff, and the community 
improves educational outcomes, and the GP also plays 
a crucial role in gaining patient consent and access for 
learners to this precious resource – also being a role 
model for patient centeredness in the process. They 
also need to be allowed time to teach - working with 
learners needs longer appointments, or for the tutor to 
release from service in order to teach and supervise.  
 Finally, the role of family medicine educators 
can increase the status of the discipline at a national 
and international level . Sett ing standards, having 
an effective presence in university and professional 
t ra in ing bodies , conduct ing robus t pos tgradua te 
assessments, demonstrating the evidence for outcomes 
of educational impact, and developing a high quality 
workforce are all professional commitments that count 
in medicine. Through such roles, we create and manage 
change - workforce planning and capacity building, new 
initiatives in service, and by supporting staff, educators 
and learners in different phases both individually and 
organisationally. This can also have global impact 
through many routes – training people from other 
countries, acting as expert resources to other countries 
as they develop a modern curriculum or a new role for 
family medicine, and through study visits, exchanges 
and o ther ne tworks . The ro le o f g loba l ne twork 
organisations such as WONCA (the World Organisation 
of Family Doctors, www.globalfamilydoctor.com) is 
an important means by which expertise is shared and 
models of best practice made visible.  
 Some global impacts of good education can have 
a down side – a few of the challenges include the 
brain drain of qualified staff from under-resourced 
countries14, the continued inequities of workforce 
between areas of rural and urban poverty and their more 
affluent counterparts, and the dictates of private and 
commercial sectors when there is poor governance and 
regulation. Private medical schools are on the increase, 
and there are many who emphasise the economies of 
online and distance learning. Among these, we need 
to ensure that medicine remains a socially accountable 
profession where the needs of all for healthcare can 
be met equitably. Much of the professional motivation 
that persuades us to work hard in hard places for the 
most difficult patients comes from our early exposure to 
tutors and staff who themselves were passionate about 
excellent person centred care that was consistent over 
time and did not discriminate according to the specific 
background of the patient. Family doctors are a crucial 
part of the system – and a crucial part of good medical 
education, whose impact can be global as well as local. 
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